Obstetrical atnd Gyiuxcological Section of the bed was slightly raised to prevent, if p)ossible, prolapse of the intestine through the rent. The patient's general condition was extremely grave, the pulse being hardly perceptible at the wrist; she complained of great pain in the lower abdonmen, for which a hypodermic injection of i gr. of moirphia was given. For the next twenty-four hours the condition was extremnely critical; it then slowly improved. The bowels were opened on the third day with castor oil. From the third to the tenth day the lochia were slightly offensive and the temperature varied between 98'8°F. and 1010 F. The vagina was irrigated twice a day with weak solution of lysol. After the tenth day the convalescence was uneventful.
When examined fourteen days after delivery, the uterus was found lying slightly to the right of the mid-line of the abdomen, the fundus reaching to within I in. of the umbilicus. In the left iliac fossa there was an ill-defined mi-ass which was tender on deep pressure. The cervix was high up, far forward behind the pubes, and fixed to the pelvic wall on the left side. There was a deep tear posteriorly to the left. To the left of the cervix, extending outwards to the pelvic wall, there was a tender mass which was continuous with the mass felt in the left lower abdomen. The uterus was fairly well involuted.
The patient was discharged twenty-nine days after the accident; the fundus was still high, reaching to about 2 in. below the umbilicus. The inass to the left of the uterus was much smaller and very mlluch less tender. When examined two months later the fundus could be felt about an inch above the pubes. The uterus was somewhat bulky and semitfixed. There was some indefinite thickening to the left of the pelvis.
The patient was not seen again until Novemnber, 1908, seventeen imionths after her confinement. She was then found to be about seven months pregnant. During the next two m-lonths she was examined froimi time to time, but, as the pregnancy appeared to be normiial in all respects, there seemed to be no reason for interference. On February 3 she was admitted to the Hospital in labour at termii. She had neglected to come until labour was very advanced. I was unable to miiake a very satisfactory examination of the abdomen, as the pains were so frequent and violent; but I was able to make out that midway between the pubes and the umbilicus there was a fairly definite ridge which I considered to be the commencemnent of a retraction ring. The os was fully dilated and the vertex, which was presenting in the second position, was fixed in the pelvic brim-i and did not advance during the pains.
There was considerable heeinorrhage fromii the vagcina. Knowing the 275 Smith: Rupture of the Uterus history of the case, I thought it would be most unwise to delay for a moment, so I immediately gave chloroform and delivered with forceps. At. birth the infant was in a parlous condition: it was extremely pallid, the cry was very feeble, the respiration shallow and gasping, the heartbeat uncountable and almost inaudible. I was at a loss to account for this condition, but, as the infant appeared to have suffered or to be suffering fromii hemorrhage, I decided to infuse some saline solution.
I cut the cord below the ligature, separated the umbilical arteries fromn the vein and tied them separately. An ordinary intravenous infusion cannula was then inserted into the vein and about 5 oz. of normiial saline injected. The result was immediate and surprising: in a few minutes the character of the cry had entirely changed and was fairly strong; the heart-beat was slow and miluchl more forcible. I may add that the infant eventually did well, and when it left the hospital its weight was steadily increasing.
The total duration of labour was only four hours. After the delivery I thought it advisable to explore the uterus, partly to remove the placenta and partly to see whether there was any cause for the haemorrhage which preceded delivery. The placenta was attached to the lower zone of the uterus on the left side and partially covered the cicatrix of the rupture which occurred at the previous labour. It was very adheren-t and was removed in pieces. I think there is no doubt that it had been torn during labour and that owing to this tlhe child had suffered froml hlmorrhage. On the left side extending upwards for about 4 in. fromn the tear in the cervix, there was a definite groove, at the bottoiml of which the uterine tissue felt hard and almllost cartilaginous. On the opposite side, but occupying a slightly ml-ore anterior position, there was a ridge of hard tissue about 3 in. in length, lying in the long axis of the uterus. I think there can be very little doubt that this was the cicatrix of a partial rupture which occurred at the previous confinement and which had been overlooked. The puerperium was uneventful and the patient was discharged on the fifteenth day. CASE II.
The patient, a primigravida, was a very smiiall, single womiian, aged 26. Labour at term commenced on November 2, 1906, when the membranes ruptured; on November 3 there was some loss of blood; on Novemllber 4 the pains were very strong; on November 5, at the midwife's suggestion, a doctor was sent for; on November 6 he called a colleague in consultation, and on the 7th a third doctor was called in.
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Chloroformii was administered and various instruments were used, but delivery could not be effected, so the woman was then sent to the hospital. On admission the patient was found to be extremely ill. Pulse 132, temperature 990 F., respiration 32. Vomiting was frequent, and occasionally she had attacks of hiccough. The abdomen was considerably distended and acutely tender. The uterus was firmly contracted and there was a marked retraction ring at the level of the umbilicus. The perineum was lacerated and there was great oedema of the vulva. The discharge from the vagina was very offensive. The remains of the foetal head could be felt at the pelvic brimn, the occiput lying posterior. A small quantity of blood-stained urine was drawn off with the catheter.
Having first cleansed the vagina and vulva as thoroughly as possible, I delivered by mleans of Winter's cephalotribe without any serious difficulty. Imnmediately after delivery the placenta was expelled into the vagina and removed. The vagina was now irrigated with saline, all clots remloved, and the cervix exposed with a speculum. A large rent in the cervix and lower uterine segment was at once seen, through which coils of intestine were visible. The rent was thoroughly irrigated and lightly packed with gauze after all clots had been removed, and the woman was now practically mioribund; she was infused with several pints of saline and the shock treated by stimulation. She rallied slightly, but died seven hours later. After delivery the uterus remained firmly contracted and there was no hcemnorr-hage. The infant, a miiale, was decomposing; its remiains weighed 4 lb.
The following measuremlents were taken when the patient was admitted, and were verified after death: Greatest abdominal girth, 31 in.; pubes to umbilicus, 51 in.; left spine to umbilicus, 7 in.; right spine to umbilicus, 6-in.; fundus to pubes, 10 in.; girth round pelvis, 29 in.;
interspinous, 9 in.; intercristal, 91 in.; diagonal conjugate, 21 in.; true conjugate, 2 in.
Post-mortem examlination: The body was that of a smiiall, fairlv well nourished woman. The tibiae showed marked rickety curves. On opening the abdonien about a pint of free blood-stained fluid was found in the peritoneal cavity. There was some slight early peritonitis of a few coils of intestine lying in the pelvis and of some of the omentum in the sanme neighbourhood. Both ovaries were black with extravasated blood. The hand could easily be passed from the vagina through the rent in the lower uterine segment into the peritoneal cavity. There was an opening in the anterior fornix through which a finger could easily be 277 passed into the bladder. There was also an opening in front of the cervix and to the right, through which a finger could be passed into a track which led outwards and upwards towards the right iliac fossa; this passage contained a considerable quantity of blood-clot. The uterus was removed. The rupture commenced in the mid-line of the posterior lip of the cervix and extended vertically upwards as far as the retraction ring; at this point it turned to the right. It seems probable that if labour had not been terminated, this tear would have completely encircled the uterus, entirely separating the upper from the lower segment.
CASE III.
The patient, a healthy married woman, aged 37, 5-para, was admitted to the General Lying-in Hospital in 1908. The previous labours were normal. The woman was sent into hospital by a doctor in the country who had made prolonged and repeated attempts to deliver with forceps. Labour commenced at term. When the woman was admitted to hospital the head was lying in the transverse diameter at the brim with the occiput to the left. Pains were frequent and very strong. Pulse 120 per minute. The house physician attempted to deliver with forceps, but unfortunately he did not recognize the extreme gravity of the case, and there was some delay in summoning the visiting physician. On Dr. Fairbairn's arrival, the patient was in a very collapsed condition. The uterus was firmly contracted, the fundus being at the level of the umbilicus. Foetal parts could be felt immediately beneath the abdomninal wall. The abdomen was opened by Dr. Fairbairn about twenty minutes after the rupture occurred. The infant and placenta were extracted, as much blood as possible removed, and the rent in the uterus sutured. A small gauze drain was passed through the lower angle of the wound in the uterus into the vagina. After the operation there was some slight improvement at first, but the patient died two and a half hours later.
Post-mortem examination: There was a small quantity of blood in the peritoneal cavity. There was an oblique rent about 5 in. long in the posterior wall of the lower uterine segment extending from the cervix on the left to near the insertion of the round ligament on the right. The rent did not commience at the os and spread upwards, for there is an entire circle of cervical tissue just above the'os. This can plainly be seen in the specimen No. 3. On the left there are several vertical fissures in the peritoneum through which the underlying uterine tissue is visible. The cellular tissue of the left side of the pelvis had Obstetrical and GynecologicaZ Section 279 been ploughed up in every direction by extravasated blood which had also tracked down into the left ischio-rectal fossa which contained a large haematoma.
CASE IV.
The patient, a married woman, a primigravida, aged 33, was admitted to the General Lying-in Hospital in 1903. The woman had been attended by two practitioners, who had first dilated the os and then attempted to perform version, but who had failed to do so after repeated and prolonged trial.
When admitted to hospital the uterus was in a state of contraction, and a well-marked retraction ring could be both seen and felt a little below the level of the umbilicus. The lie was transverse, the head being in the right iliac fossa, the limbs anterior and the right arm presenting. The liquor amnii had drained away. The perineum was torn into the rectum, the cervix was lacerated in all directions. The body was easily delivered after decapitation, butthere was some difficulty with the aftercoming head, which had to be perforated and extracted with the cephalotribe. The lacerated vagina and the perineum were repaired as well as possible. The total duration of labour was fourteen hours.
After delivery the woman's condition was certainly no worse than when she was admitted; the uterus was well retracted, there was no haemorrhage. For the first hour or two she appeared to be doing well, but complained of very great pain in the lower abdomen. When examined five hours after delivery there was considerable distension of the abdomen, which was practically motionless and extremely tender; the patient was obviously dying, but lingered for about twenty hours. No necropsy was permitted, but I examined per vaginam after death and discovered a small tear to the right of the uterus, which appeared to have spread upwards from one of the lacerations in the cervix. I managed to draw down a loop of intestine; it was very engorged, and had lost its glistening appearance; there were thick flakes of lymph adhering to it. The diagonal conjugate measured 4k in. CASE V. The patient, a married woman, aged 31, 2-para, was admitted to the General Lying-in Hospital in 1895. She presented marked evidences of rickets, and was only 4 ft. 9 in. high. Her first confinement is described as having been " a terrible time," and she was advised to have labour induced prematurely when she next became pregnant. Her Smith: Rupture of thle Uterus second confinem-lent was natural; she was attended by a midwife, and no particulars are available. Before admiiission to hospital a doctor had tried to deliver with forceps, after which he had perforated and also attempted to do version.
When adm-litted to hospital she was very exhausted; the pulse was 140 per minute; the lie was transverse, one arnm, both feet, and the cord were presenting. The duration of labour was twenty-six and a half hours. Under chloroform the after-corning head was delivered with the cephalotribe. The placenta was found to have passed into the peritoneal cavity through a rent in the lower segment of the uterus and the vault of the vagina. The patient was treated by stimulation and saline infusion, but she never rallied, and died six hours after the delivery. At the necropsy a large tear 4 in. in length was found in the vault of the vagina, and also involving the lower segment of the uterus posteriorly. Pelvic measurements: Interspinous, 10 in. ; intercristal 91 in. diagonal conjugate, 3:) in.; true conjugate, 25 in. transverse, 5 in. The foetus was a ml-ale, and the remiiains weighed 8 lb. 8 oz.
CASE VI.
The patient, a mlarried woimian, aged 25, 3-para, was admitted to hospital in 1891, after she had been in labour for fifty hours, and after delivery had been atteimpted many tinies by mneans of forceps. The os was fully dilated, and a hydrocephalic head was presenting above the pelvic brim. The head was perforated and delivered with the cephalotribe. After delivery the uterus was well contracted, but the patient was very collapsed. The catheter drew off blood-stained urine, and a urethro-vaginal fistula was discovered. The patient was treated by stimulation and infused with saline, but died about twelve hours after delivery. At the necropsy a tear of the vaginal vault and the lower uterine segmtient wN as discovered. The peritoneal cavity contained a quantity of blood.
CASE VII.
The patient, a mnarried womnan, aged 37, 8-para, was sent to the General Lying-in Hospital in 1908, and died almost immediately after arrival. She was attended during labour by a midwife, and delivered of a small macerated foetus. After delivery she is said to have lost about a pint and a half of blood. The labour lasted eighteen hours. After an interval of three hours the pains recommenced, and when the midwife Smith: Rupture of the Uterus examined she found the second child presenting by the shoulder. A doctor was sent for, who for several hours endeavoured first to bring down the head and afterwards a leg, but as he was unable to do either he sent her to the hospital. Post-mortem examination, six hours after death: The first placenta is protruding from the vagina. The abdomen was opened in the midline and the abdominal wall drawn to either side. There was a considerable quantity of blood in the peritoneal cavity. The foetus and placenta had escaped from the uterus, and were lying among the intestines in the right half of the abdomen. The head occupied the right iliac fossa, and was covered by the placenta. The left arm was prolapsed through the rent in the uterus into the vagina. The uterus was almost completely separated from its attachment to the vagina. There was a large tear commencing in the vertex on the right side, and extending obliquely across the anterior surface of the uterus up the insertion of the round ligament on the left side, thus involving a considerable portion of the upper segment. There was a small rent in a coil of small intestine lying close to the back of the foetus.
The opportunity of recording permanently the position of the feetus after it escapes into the peritoneal cavity is one which occurs so rarely that I determined to take a series of photographs of the condition, and so record, not only the relationship of the foetus to the abdominal viscera, but also the position of the uterus and the tear in it. At this time we were fortunate in having Dr. Basil Hood as house physician, who is not only an artistic and enthusiastic photographer, but also an expert, and it is to him that the credit for producing these beautiful photographs is. entirely due. The work was done under the most adverse conditions, and but for his unfailing patience and untiring perseverance I am sure would have resulted in failure. After the photographs had been taken the pelvis and contents were removed and are here to-night. (Figs. 1 and 2.)
There was nothing worthy of note in the other organs of the body. CASE VIII.
The patient was a married woman, aged 40, a 10-para. The face was puffy, the aspect suggesting Bright's disease. The urine contained albumin. Her last confinement occurred two years previously. Unfortunately there is no history of her previous pregnancies and labours.
When admitted to hospital the membranes were intact, the os was A, theleft round ligament; B, the anterior wall of the uterus denuded of its peritoneum; C, the right round ligament; D, the posterior wall of the uterus; E and F, the torn edges of the cervix; G and H, the anterior superior iliac spines; K, the symphysis pubis. Smith: litptutre of the Uterus the size of a two-shilling piece, the vertex was presenting in the first position, and the pains were slight and irregular. Labour commenced som--e time on November 10, 1896, but the pains were irregular, veiy feeble, and she slept most of the night until 6 a.m. on November 11; at this timile she had three very strong pains, which caused her to shriek. She was exaimiined, and it was noticed that she had lost a few ounces of blood. On vaginal examination the os was still found to be the size of a twoshilling piece, the membranes were intact, and the vertex was still above the brim. The membranes now ruptured spontaneously, and the pains immediately became more frequent and stronger. At 11.30 a.m.-that is, about five hours after she had the first strong pains and when the slight ha-morrhage occurred she looked extremely ill, and was pallid; the pulse was 100 per minute. The uterus was hard and tender and the os was now fully dilated. The case was taken to be one of concealed hoemorrhage, so she was delivered with forceps at once. After the birth of the head there was only very slight contraction of the uterus, so the body was delivered by traction. Only about 4 oz. of blood was lost; the child was stillborn. The placenta could not be expressed; on examination it was found protruding from the os, and when it was grasped in the hand it slipped away into the peritoneal cavity. The pulse was now 144 per minute, and the patient was extremely collapsed; she died within ten mi-inutes of delivery. The first stage of labour lasted thirtyfive hours, the second one hour, and the third fifteen minutes. The child was a male and weighed 9 lb. 12 oz.
The rupture was through the posterior wall of the uterus, but unfortunately the exact position was not stated in the notes. CASE IX.
The patient was a healthy miiarried woman, aged 39. Her mine previous pregnancies and labours have all been normal, and all the children are alive, including one set of twins.
One of the hospital midwives saw the patient at 11 p.m. The breech was presenting in the third position, the cervix was almost fully dilated, the pains were strong and regular, occurring every three or four minutes. During the next hour the body was delivered without any difficulty, but the arms became extended, and the midwife was unable to deliver the head ; she now sent for the nearest doctor, not so much because she was unable to deliver, but because the patient had become somewhat collapsed. The doctor arrived within a few iuinutes, but on his arrival he found the patient in extremiis; he brought down an arm without '284 difficulty, and then was at once able to deliver the head. He removed the placenta from the vagina, and almost immediately the patient died.
Post-mortem examination: The body was that of a well-developed and well-nourished woman. The skin was pale and had a peculiar waxy appearance. On section all the tissues were extremely pale and bloodless. The peritoneal cavity was absolutely filled with blood. After the blood had been removed a large rent was at once seen in the left side of the lower segment of uterus extending outwards through the left broad ligament. The pelvic organs were removed and the uterus opened in the mid-line through the anterior wall. The lower segment was extremely thin, in places being considerably less than j in. in thickness. Bandl's ring was very well marked. There was a huge rent, which easily permitted the passage of the closed fist, extending from the left side of the external os below to the retracted upper segment above. The tear extended outwards through a considerable portion of the left broad ligament and through the posterior wall into the peritoneal cavity. The torn end, either of the uterine artery or of one of its main branches, could be seen. The upper segment of the uterus was in places nearly 11 in. thick. On the right side, just above Bandl's ring, there was a complete rupture which easily admitted the index finger. Around the circumference of the lower margin of the upper segment there were about a dozen fissures which extended deeply into the muscular substance; they all ran in the vertical direction and had the appearance of having been cleanly cut with a knife. All the organs of the body appeared healthy. The amount of blood found in the peritoneal cavity was enormous, being estimated at between four and five pints at least.
Unfortunately, owing to the fact that a coroner's inquest was held, no post-mortem could be obtained until decomposition had set in, and the microscopical examination was not very satisfactory. There was certainly no marked naked-eye change to be seen. CASE X.
The patient, a married woman, 11-para, stated that for the first six weeks of her pregnancy there had been amenorrhoea, but since then there had been a continual loss of blood. Labour commenced at term. When the patient was first seen she had been in labour a week and was in a very exhausted condition. The pulse was 120 per minute. The membranes were ruptured and the uterus was tonically contracted. The child, which presented by the breech, was dead. The upper end of the vagina was occupied by a huge mass of cervical cancer, which had ju-13 opened up the bladder and the urethra. Under chloroform a leg was brought down and the after-coming head perforated. The placenta was expelled into the vagina and was then removed. At the termination of labour the patient was certainly not more collapsed than at the beginning, but she gradually sank and died eleven hours later. At the time there was no reason to suppose that the uterus had ruptured.
Post-mortem examination: There was a rent 3 in. long in the lower segment of the uterus on the left side posteriorly; it evidently commenced in the carcinomatous tissue of the cervix and spread upwards. There had been very slight bleeding into the peritoneal cavity.
Authorities vary greatly in estimating the frequency of the occurrence of rupture of the uterus. Winckel states that it happens once in 666 labours, while Lusk and other observers think it is less frequent, about once in 6,000 labours. This great divergence of opinion can only be due to the different methods of calculation adopted.
During the last twenty years 10,989 women were delivered in the General Lying-in Hospital, and among this number there were eight cases of rupture of the uterus-that is, the accident occurred once in 1,373 deliveries. Such a calculation is obviously no guide to the correct frequency of rupture of the uterus, for in six of these cases the rupture had occurred before admission to the hospital. In only two cases did the rupture occur after the patient had been admitted, and a calculation on this basis gives a proportion of one in 5,494 deliveries, which is probably much more correct than the former.
Rupture of the uterus is stated to occur much more frequently amongst multiparae than primigravide. This series of cases illustrates this fact, for 80 per cent. of the patients were multiparae and only 20 per cent. primigravida3.
From an examination of the above cases it appears that there are two distinct and entirely different classes of case in which the uterus is liable to rupture.
The first class, and that to which I particularly wish to draw attention, is that in which the uterine action is at fault, this abnormality not necessarily being associated with any obstruction to delivery, though in one at least of this series there was slight contraction of the pelvis. The abnormal uterine action I refer to consists of an increased excitability of the uterus resulting in a great increase in the frequency and strength of the contractions together with a premature retraction, a condition exactly similar to that produced by the administration of ergot during labour. Case I is a typical example of this class; the total duration of each of her labours was only about four hours, and yet in this short time, in the first labour, the lower uterine segment had become so thinned that rupture occurred, and in the subsequent confinement the pains were so violent and the retraction so marked that I am sure rupture of the uterus would again have occurred if I had not at once terminated the labour artificially. I believe that cases exhibiting this exaggerated excitability of the uterus are fortunately rare, but I think I have seen a few examples in which labour would have ended disastrously if instrumental aid had not been resorted to.
In the second class, in which are included the majority of the cases I have recorded, rupture of the uterus followed a prolonged and obstructed labour. In some cases it was possibly the result of perforation with an instrument, or was due to some intra-uterine manipulation. In several of these cases there were definite and obvious evidences, such as deformity or dwarfing, easily recognizable during pregnancy, which should have warned the medical attendant that parturition would certainly be attended with difficulty and danger. In most of the cases the duration of labour was very much prolonged, and all the usual signs of obstruction and tonic rigidity of the uterus were present, the uterine rupture being the obvious and inevitable termination to labour unless delivery could be effected artificially. There is little to be said with regard to the treatment of these patients prior to their admittance to the hospital; it is appalling to think that, with all the advantages derived from the introduction of antiseptics and anesthetics, these poor women were subjected to such brutality owing to incompetence and ignorance.
An analysis of the symptoms presented by these patients shows that in only two did the rupture occur without there having been most, if not all, the usual and easily recognizable signs of obstructed labour present. The one symptom exhibited by every patient, generally to a very marked degree, was collapse. In three of the cases the onset of the collapse was sudden, in the remaining seven it was gradual. I think that the gradual onset of the collapse in the latter cases can partly be accounted for by the fact that at the moment of rupture the patient was under the influence of an anesthetic; for in the three former cases in which the onset was sudden no anesthetic had been given. The occurrence of pain when the uterus ruptures will, of course, depend upon whether the patient is anaesthetized or not. In only one of these cases was the ju-13a 287 Smith: Rupture of the Uterus patient conscious of a sudden violent pain and of a sensation of something having given way at the moment the rupture occurred. After the uterus had given way, pain and tenderness over the lower abdomen was a marked symptom in every case.
Subcutaneous emphysema is a symptom which has occasionally been noticed after rupture of the uterus. Considering the prolonged manipulations which both preceded and followed the rupture in some of these cases, it is astonishing that this symptom was not observed once. It has frequently been stated that after rupture of the uterus rhythmical contractions cease. I think that this largely depends upon whether the foetus has escaped from the uterine cavity. If the foetus has escaped, the uterus naturally contracts down; but if it has not escaped, and if the rupture has not been so extensive as to entirely separate the upper segment from the lower, there does not appear to be any. reason why the uterine contractions should not continue.
In the two cases in which the foetus escaped into the peritoneal cavity uterine contractions ceased immediately. In the remaining eight cases in which the foetus did not escape from the uterine cavity, in five rhythmical, contractions to a greater or less extent continued, in two the uterus was tonically contracted, in one the notes are deficient on this point. In all the cases there was a certain amount of blood lost per vaginacm, but whether this originated in the rent in the uterus or from the lacerations in the cervix, vagina, or perineum, it is impossible to say, except in one case in which there was no doubt that it came from the tear in the uterus.
The amount of blood found in the peritoneal cavity varied greatly, and was estimated at anything from a little under a pint to almost every drop the body contained. A most important question arises: Did the blood escape at the time of rupture, or within a few minutes afterwards, or was there a steady loss until the patient's death ? In at least three of the cases there is no doubt that there was a continued oozing of blood until the patient died.
In eight cases the rupture occurred in the lower uterine segment. In two cases the upper segment was also involved. In one case, not only was the retracted portion of the uterus ruptured as a direct result of the extension of the tear in the lower segment, but there was also another complete tear and several intomplete fissures in the upper segment. The specimen, No. 7, exhibited to-night shows not only the complete rupture of the lower segment, but also on the opposite side an incomplete rupture, the peritoneum alone being involved. In 288 289 nine of the cases it was the posterior wall which gave way, the rupture occurring once on the right side, four times on the left, and once in the mid-line; unfortunately, in three of the cases the notes do not definitely state the position of the rent. In only one case did the rupture occur through the anterior wall.
When one examines a series of cases such as this, having a mortality of 90 per cent., one at once asks oneself whether other methods of treatment might not have given better results. On considering the question of treatment one can at once eliminate those cases in which death occurred so rapidly that no time was allowed for anything to be done.
Of the seven cases which remain, in Case I the patient's general condition alone was treated, practically nothing was done locally, yet the woman recovered and has had a full-term child since. This case is particularly interesting, for the woman's condition for several hours after delivery was so serious that I am sure any operative measures whatever would have ended fatally.
In the case of the patient (Case III) in which the fcetus. escaped into the peritoneal cavity, there is no doubt that the proper treatment was to open the abdomen, remove the fcetus, and cleanse the peritoneum. I also think that in this particular case the correct treatment for the rent in the uterus was adopted, as being the shortest proceeding possiblenamely, to rapidly suture the wound. In dealing with a patient not so profoundly collapsed possibly a more perfect method might have been adopted, but as it is the patient died, so it is obvious that any more severe operative measure would only have hastened the end.
In Case II, in which the rent was packed with gauze, the patient was far too collapsed to have borne any other treatment. I had obtained a very good view of the edges of the rent and was certain that all hoemorrhage had ceased; I was therefore content to pack the tear lightly.
The patient with cancer of the cervix (Case X), was obviously dying, and possibly, when I dragged the foetus through the mass of cancer, I may have ruptured the uterus. If I had to treat a similar case now I should perform vaginal Cesarean section.
A very significant fact is that among these patients there was not one who could have borne any operative treatment whatever.
DISCUSSION.
The PRESIDENT (Dr. Herbert Spencer) said the thanks of the Section were due to the authors for the papers they had read upon this important subject. Dr. Lionel Smith's contribution of all the cases at the General Lying-in Hospital during a series of years was especially valuable, and he hoped it would be followed by other series from similar institutions. His paper gave a faithful picture of this terrible accident. In considering the question of treatment it was to be borne in mind that, although rupture sometimes occurred spontaneously and in careful hands, it arose for the most part in bad and dirty midwifery practice, and consequently the tissues were often bruised and infected, and many would die however they were treated. More than once he had seen cases suffering from severe septicwmia before the rupture was discovered. In order to demonstrate the local conditions met with he showed ten specimens of rupture from the Museum of University College Hospital. In two of the cases abdominal hysterectomy had been performed, with a fatal result from shock in each case. Only one of the ten cases was a suitable case for supravaginal hysterectomy; in all the others the tear involved the cervix or vagina, the tissues of which were usually bruised, and in two cases was complicated with extensive subperitoneal heematoma extending up to the kidney. Total hysterectomy was indicated in those cases which required the removal of the uterus; but those patients were usually too much affected by shock to stand removal of the uterus by the abdominal route. He thought there should be no difficulty in controlling haemorrhage after vaginal hysterectomy, and that Dr. Eden had been too much influenced by his case where the ovarian artery had been torn across and had retracted out of reach from the vagina. This could only take place when the outer part of the broad ligament had been torn across, a rare condition, which would usually call for abdominal section. He did not think Dr. Eden had made out a case for abdominal supravaginal hysterectomy as a routine method of treatment in complete cases of rupture of the uterus, and still less for cases in which the peritoneum was not involved. He thought that a small abdominal incision might be made to ascertain in doubtful cases if the peritoneum had been opened, but that in complete non-infected cases, in which the broad ligaments had not been extensively torn, suture of the peritoneum (as recommended by Leopold) and gauze drainage would be preferable to removal of the uterus. He did not know on what grounds Dr. Eden styled treatment by gauze-packing " unscientific and unsurgical"; it had, at any rate, saved many lives and uteri. His objection that the gauze did not stop haumorrhage and passed deeply into the peritoneal cavity only applied to an improper application. The Master of the Rotunda, in publishing two successful cases of gauze-packing for rupture, calls especial attention to this point.' Since publishing his four cases I Journ. of Obstet. and Gyn. of the Brit. Emp., May, 1909. 
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Obstetrical and Gynwcological Section 291 (all of which recovered) he had seen a case of rupture of the cervix in which secondary hmorrhage from a branch of the uterine artery was stopped by gauze-packing; but unfortunately a recurrence of the haemorrhage some time after the removal of the gauze led to the death of the patient. While appreciating the value of Dr. Eden's paper, and recognizing that many improvements had been made in hysterectomy since his own paper was published nine years ago, he thought that any routine adoption of the operation for really severe cases of rupture of the uterus would increase the mortality from this terrible accident.
Dr. W. E. FOTHERGILL (Manchester) showed five specimens of ruptured uterus, two of which were lent by Dr. W. K. Walls, of Manchester No. 1.-A small uterus ruptured on the right side nearly up to the Fallopian tube during the delivery of a seven-months foetus. Patient transferred five miles to St. Mary's Hospital; severe haemorrhage; abdominal panhysterectomy. Recovery. (August 28, 1906.) No. 2.-A large uterus with disorganized lower uterine segment, from a patient admitted to St. Mary's Hospital as a brow presentation after failure to deliver by forceps. Child's breech and body in abdominal cavity, the head, arms, and feet occupying the lower uterine segment, and torn right broad ligament. Haematoma of vagina and vulva. Abdominal panhysterectomy.
Recovery. (February 23, 1908.) No. 3.-A large uterus with a complete rupture on the right side. The patient was delivered by craniotomy, twelve hours after several failures to deliver with forceps. She had been in labour forty-eigbt hours when admitted to hospital. The exact nature of rupture not diagnosed before delivery.
Abdominal panhysterectomy followed by death the same day. (1908.) No. 4.-Uterus in which a large complete rupture occurred during the second stage of labour, and was discovered by medical attendant when attempting manual extraction of the placenta, which he could not find. After admission to St. Mary's Hospital abdominal section by Dr. Walls, who recovered the placenta from the abdominal cavity (left hypochondrium). Abdominal panhysterectomy. Recovery. (1905.) No. 5.-Non-pregnant uterus (post-mortem\specimen) with several feet of small intestine. Patient, who was supposed to be aborting, was curetted; and was thereafter admitted to St. Mary's Hospital with 72 in. of small intestine protruding through the cervix. Abdominal section; resection of nearly 80 in. of gut; end-to-end anastomosis and suture of rupture in uterus by Dr. Walls. Death suddenly on fifth day with no symptoms of peritonitis or of obstruction.
Dr. Fothergill said that he did not wish to make any reference to the minor cases of rupture of the uterus which he had seen. It was difficult to estimate the real gravity of minor tears; the majority probably were not diagnosed, the patients dying or recovering according as they became infected or did not. Again, specimen No. 5 threw no light on the treatment. He had, however, seen four cases of serious rupture apart from the four from which the specimens were now shown. In one of these other four cases gauzepacking was the treatment employed, while in the other three abdominal section was done and the tears were sutured. None of these four patients survived. He had therefore personal knowledge of eight cases of serious rupture of the uterus during parturition. Three of the patients lived, while five died. The three who lived were treated by abdominal hysterectomy. Again, of the four patients treated by hysterectomy three lived.
Dr. J. B. HELLIER (Leeds) sent the following account of a specimen of ruptured uterus from a case treated by abdominal section: 1 I first saw the patient when she was admitted into the Leeds General Infirmary, at midnight, on January 24, 1909. She did not come from the extern maternity department. She was a married woman, aged 22; three previous confinements.
She was in a desperately bad condition, blanched and collapsed, and with a piece of omentum protruding from the vulva, and the pulse was 160. I am not in a position to give a detailed history of what had happened before admission, but I was told that there had been a transverse presentation with an arm in the vagina, that the patient had been left for many hours without interference and had finally been delivered by version, and that she had lost a good deal of blood. She was in a very dirty state on admission, and came from a poor house. The portion of omentum at the vulva was rather dry and very dirty, and I decided not to try to return the omentum and then plug the uterus, but to proceed to abdominal section. Saline intravenous infusion was commenced simultaneously with the operation. On opening the abdomen some free blood was found in the peritoneal cavity, but not very much. There was a large tear extending across the anterior uterine wall just at the level of the uterovesical fold of peritoneum and up the left side of the uterus. The rent was about 31 in. long, the flap of the uterine wall thus formed was retracted upwards, and the hand could easily be passed into the womb. The peritoneum was extensively stripped from the anterior uterine wall, and the left broad ligament was torn and ecchymosed and blood was exuded into the left parametrium. The omentum passed down into the vagina, but there was no prolapse of bowel. A large portion of omentum was now removed and tlle remaining portion of the uterine wall was cut through at the level of the tear, so as to complete supravaginal amputation. Owing to the bad state of the patient the operation was made as short as possible. The uterine stump was lightly drawn together with one or two catgut sutures and the peritoneum was closed over the stump and the rent in the broad ligament repaired. A central drainage tube was left in the peritoneal cavity through the vagina. The appendages were removed with the body of the uterus. The vessels were tied with catgut and the abdomen closed in the usual way. The pulse improved during the operation and the patient rallied from the shock and did fairly well for forty-eight hours. Then temperature, pulse, and respiration rose quickly, septic symptoms developed with signs of pneumonia, and she died on the sixth day. I The specimen wvas kindly shown and the account read by Dr. Eden.
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On post-mortem examination very extensive septic lesions were found. There was extensive general peritonitis with matting of the intestines. There was suppurative nephritis in both kidneys with small pyLemic foci, the lower lobe of the left lung was nearly solid and pieces sank in water, and there were parenchymatous changes in the liver. It will be seen that the patient rallied from the shock and then succumbed to severe septic poisoning. I fear that this is the history of many cases of uterine rupture. Had the patient been less collapsed I should have preferred to perform panhysterectomy, for I think that better drainage is obtained in that way and more infected tissue removed; but I do not think the result would have been different in the present case. The specimen shown is the body of the uterus removed as just described. On the left side the rent is seen extending upwards, and in this rent the trunk of the uterine artery is laid bare, but not torn across. The partial stripping of the peritoneum is also seen.
Dr. W. S. A. GRIFFITH stated that he had not personally attended a case of rupture of the uterus, although for more than fifteen years he had had over 2,000 cases a year to supervise. He had formerly, at the Obstetrical Society, exhibited a specimen illustrating the rare condition present in one of Dr. Lionel Smith's cases, where there was enormous hypertrophy of the muscular wall of the uterus. The record that they had heard was, as usual, for the most part a tragic record of disaster due to the grossest mismanagement and ignorance on the part of the attendants, though it was clear that this accidept did occasionally occur independently of ignorance and mismanagement, as in three cases recorded one evening at the Obstetrical Society in which spontaneous rupture occurred after apparently uncomplicated breech labours.
Dr. HUBERT ROBERTS thought the papers read that evening were Qf great value and had added very much to our knowledge of the subject. Dr. Roberts's experience was small, but he wished to relate four cases of rupture of the uterus which had come under his care. The first was one which was admitted to the Samaritan Free Hospital in 1899 with a severe tear of the lower uterine segment during delivery of a hydrocephalic head which was not diagnosed till after the breech was born. There was great collapse and the rent was treated by plugging. The patient recovered. The second case was a 4-para, admitted to the Queen Charlotte's Hospital in 1904, with an impacted transverse presentation and about seven months pregnant. Repeated efforts had been made to deliver her outside the hospital. Some hours after her delivery she became collapsed, and, on examination under an anesthetic, the uterus was found to be ruptured on the right side. The abdomen was opened and contained much free blood; also an _teormous subperitoneal haomatoma existed between the bladder and the lower uterus segment. The uterus itself was torn upwards on the right side for nearly its entire length. It was decided to suture the rent, and this was closed as in Cawsarean section with interrupted fishing-gut sutures. The lower part of the rupture was drained by gauze into the vagina.
Bupture of the Uterus
The patient eventually did very well. Some interest attaches to this case, as she returned to the hospital in November, 1908, pregnant again at full time. Labour came on naturally, and she was delivered without mishap, owing to the careful treatment of the senior resident medical officer, Dr. Bannister, who sat up with her all night. The labour was somewhat painful, but no trouble occurred in the region of the former tear. The third case also occurred at Queen Charlotte's Hospital in 1907, the uterus being torn during version for a transverse presentation. No rupture of the uterus was suspected at the time, but the patient soon showed evidences of shock and internal bleeding, and it was decided to open the abdomen at once. An extensive rupture was found in the right side of the uterus extending nearly to the insertion of the right Fallopian tube, the right broad ligament being occupied with a large mass of clot. The rupture was sutured much in the same way as in the second case related, and gauze-packing inserted into the lower angle of the tear and into the vagina. Intravenous saline transfusion was performed during the whole operation. The patient lived thirty-six hours. The fourth case was one of placenta pravia, ruptures being probably caused by elastic traction on a Champetier de Ribes bag during delivery. The patient had lost a great deal of blood during the fortnight before labour came on. Version was also performed. Almost immediately after retraction the patient became collapsed and died within half an hour, in spite of all efforts to restore her. Dr. Roberts remarked that these four cases proved little, but one was of interest in that she was delivered naturally of a live child four years after her uterus had been sewn up. As to treatment, Dr. Roberts thought no hard and fast rule could be adopted. Packing simply with antiseptic precautions must still be used in certain cases-e.g., those in which the rupture was incomplete or the patient's condition so grave that abdominal section was out of the question. Dr. Roberts quite agreed with Dr. Eden that if the uterus was ruptured, and the patient's condition admitted it, the abdomen should be opened; also that htemorrhage was probably the cause of the death in most cases. As to the question of removal of the uterus, Dr. Roberts was of opinion that preservation of the uterus, closure of the rent by suture, with drainage by gauze into the vagina, would yield equally good results as removal of the uterus.
Dr. DRUMMOND ROBINSON stated that he had only had five cases of ruptured uterus under his care. One patient died shortly after the rupture had occurred. In two cases the rupture was discovered after the delivery of the child. Case A: A large tear in the anterior part of the lower uterine segment, through which a long tag of peritoneum protruded, was discovered after. delivery by forceps. The patient was very collapsed, but eventually recovered and has since given birth to more than one child. The rupture was packed with iodoform gauze. Case B: A large rupture into the left broad ligament was discovered after delivery by podalic version in a case of transverse presentation. Gauze-packing was employed and the patient made a good recovery. In two cases the fcetus was still in the uterus; abdominal hysterectomy (subtotal) was performed, and both patients died. Case A (a case of contracted pelvis): A complete rupture of considerable size was produced in the anterior uterine wall by attempts to induce labour prematurely by digital dilatation of the cervix. The os was the size of a two-shilling piece; there were practically no pains. The patient was very collapsed, and died twelve hours after abdominal hysterectomy (subtotal). Case B (a case of transverse presentation in which labour had been going on for forty-eight hours): The arm was prolapsed; the os admitted four fingers with difficulty; the child's neck was high up and could only just be touched; there was a large incomplete transverse rupture in the anterior part of the lower uterine segment; the uterine contents were very putrid. Abdominal hysterectomy (subtotal) was performed, and the patient, after recovering from the shock of the operation, died on the tenth day from sepsis. The speaker was surprised that others had not alluded to this class of rupture in which the fcetus was still in the uterus and delivery per vaginam was contra-indicated. He thought that in cases such as he had described there was no option but to perform abdominal hysterectomy. 9 Dr. J. S. FAIRBAIRN said he could speak only from a small experience of about six cases, in which, however, the three methods of plugging, suture of the rent, and abdominal hysterectomy had been tried. He thought that there was a place for all these forms of treatment, and that what should be aimed at was some means of recognizing the cases suitable for each method. He had had three cases in which no operative treatment was done, two of which made as straightforward a recovery as any uncomplicated labour case. In one of them there was a rent through the posterior wall of the uterus which admitted three fingers, but there was no bleeding, and all that was required was a gauze plug to prevent intestinal prolapse. In another case from the St. Thomas's Hospital district there was an extensive laceration into the left broad ligament, large enough to admit th6 whole hand, but not communicating with the peritoneal cavity. On the advice of Dr. Cullingworth, who saw the patient, nothing at all was done and she made an uninterrupted recovery. A third case in which plugging was tried died in twenty-four hours. In the case in which hysterectomy was done, the child, which had been lying transversely, had escaped into the left broad ligament and the placenta had been extruded into the peritoneal cavity. Both child and placenta had been delivered by the outside practitioner before the patient was admitted. She was suffering profoundly from shock and was bleeding, so the abdomen was opened. The posterior layer of the broad ligament was torn into shreds, the ureter remaining as a bridge, and the uterine rent was so ragged that no other course than hysterectomy was practicable. This patient died a few hours later, as also did one mentioned by Dr. Lionel Smith, in whom partial suture of the rent and drainage was tried. These few cases exhibited such differences in symptoms that no one form of treatment would have been suitable in all.
Dr. EDEN, in reply, said that in his remarks the President indicated that he (Dr. Eden) had perhaps been unduly influenced in his attitude towards vaginal hysterectomy by the third case, in which retraction of the ovarian artery occurred. Having recently read the accounts of a good many operations for rupture, he could assure the Section that this case was by no means unique. In extensive laceration considerable displacement of torn vessels bad been noted by others. He thought also that the cases collated by Klien supported his view that this operation was an uncertain method of controlling bleeding, for out of seven cases of vaginal hysterectomy for rupture, one died of haemorrhage and three of "collapse." He thought Dr. Lionel Smith had taken up a wrong attitude when he said that not one of the cases he recorded could have borne any operative procedure. While the patient remained alive it was not too late to operate for internal haemorrhages. With the aid of intravenous transfusion he believed that even desperately bad cases might be saved by operating to control bleeding. No case could have been more unfavourable than his first case, in which the patient had been bleeding internally for fourteen hours before operation, yet a successful result was fortunately obtained. Dr. Lionel Smith's series of cases illustrated very well the disastrous results of non-interference, and it was hardly conceivable that these results could have been worse if operative treatment had been adopted. He was much interested in Dr. Roberts's series of cases, but he could not agree that suturing the rent was to be generally recommended, although he believed that, for certain cases in which the injury was small and accessible, it might succeed if the patient .escaped septic infection. As cases of rupture were more frequently operated upon we should learn more about them, and in time Dr. Fairbairn's wish might be realized, that clear indications could be laid down as to what cases should be treated respectively by plugging; suture, or hysterectomy.
Dr. LIONEL SMITH said, in reply, he wished it to be clearly understood that he had not employed packing to arrest hbemorrhage. The laceration was lightly packed to provide drainage and to prevent prolapse of the intestine. He thought that case No. 8 was an example of the class referred to by Dr. Drummond Robinson. The uterus undoubtedly ruptured at the moment the woman had the violent pains, for from that time onwards she became progressively collapsed. At the moment the rupture occurred the os was the size of a two-shilling piece. In regard to what Dr. Eden said, he still thought that what he had said was correct, and that the patients were too ill to have borne any operative treatment.
